We reported our experiences implementing a cultural diversity (CD) education program in Korea in "Medical students interact with multicultural patients to learn cultural diversity" \[[@b1-kjme-2019-128]\]. London-based medical students, Dost et al. \[[@b2-kjme-2019-128]\] responded to our publication in a commentary entitled "View of UK medical students on interacting with multicultural patients: is it a natural or a taught skill?" \[[@b2-kjme-2019-128]\]. They believe that understanding ethnic diversity and encouraging healthcare workforce diversity is helpful for patient care. They claim that they did not receive any formal CD education. Additionally, they argue that they do not need formal CD education because they live in London, which has an ethnically, racially, and religiously diverse population. They maintain that London-based students naturally develop awareness and understanding of different cultures and beliefs through their interactions both in and out of clinics. However, they also assert that medical students studying in places with less exposure to a variety of cultures need to be taught CD.

We sincerely appreciate the students' feedback and perspectives. While we cannot comment on the diversity components of the students' own curriculum, we do feel they misunderstood the concept of CD and CD education. Here, we would like to present our response focusing on the following two points: First, CD extends beyond understanding ethnic differences. Second, all medical students should receive CD education.

1. Cultural diversity extends beyond ethnic differences
=======================================================

In our view, Dost et al. \[[@b2-kjme-2019-128]\] reduce CD to ethnic diversity, and present religion as a biproduct of ethnicity. Using the example of 'Bangladeshi Muslims,' the students indicate that CD education is limited to 'attempting' to teach the characteristic health behaviors of specific groups, such as 'specific types of food and dress patients might require due to religious reasons.' This misconception is a common starting point for students' understanding of CD education. However, when ethnicity is disproportionately emphasized in comparison with other aspects of culture, the concept of what should be taught deteriorates. Prescriptive approaches to CD education, which reduce culture to a static list of traits that can be observed and learned by outsiders, fail to recognize that different people interpret the world differently \[[@b3-kjme-2019-128]\]. Such approaches have been shown to enforce stereotypes and prejudices by focusing too closely on differences, and do not result in attitude change \[[@b3-kjme-2019-128]-[@b5-kjme-2019-128]\].

Culture is a multidimensional and dynamic concept that makes up an individual's sense of self \[[@b3-kjme-2019-128]\]. It is the shared systems of learned values, beliefs, behaviors, and meanings that can influence how patients and health care professionals perceive health and illness, and how they interact with each other \[[@b5-kjme-2019-128],[@b6-kjme-2019-128]\]. Culture is defined by each person in relationship to the groups that they identify with \[[@b3-kjme-2019-128],[@b6-kjme-2019-128]\]. It includes differences of age or generation, gender, sexual orientation, occupation and socioeconomic status, ethnic origin, religious or spiritual beliefs, disability \[[@b4-kjme-2019-128]\], and experience \[[@b5-kjme-2019-128]\]. As we mentioned in our paper, our paradigm is based on the premise that each person cannot be stereotyped as any one of their various cultural backgrounds. Our guests represented diversity in ethnicity, gender, socioeconomic background, education, religion, and experiences including immigration, marital status (including being married to a Korean or non-Korean spouse), parenthood, and others \[[@b1-kjme-2019-128]\].

Indeed, in our program we placed a heavy emphasis on ethnic diversity. However, this was not because CD is ethnic diversity, but because we believe ethnic diversity is the most current emerging diversity issue in Korea \[[@b7-kjme-2019-128]\]. We believe every country has their own emerging issues related to various groups including refugees, the LGBT (Lesbian, Gay, Bisexual, and Transgender) community, people with AIDS, underserved communities, women, and so on. We note that issues related to diversity are fluid and thus should be re-evaluated over time. We recommend focusing on the most appropriate issues related to diversity depending on the national or regional contexts where the CD education takes place.

2. Cultural diversity education extends beyond teaching cultural differences
============================================================================

Doctors should be health advocates for all people, including members of minority groups. However, even a doctor with knowledge and understanding of cultural differences may still create barriers to clinical effectiveness because of their own prejudice, stereotyping, or assumptions \[[@b8-kjme-2019-128]\]. For example, people in Korea often assume that all Caucasians speak English but cannot speak Korean. Doctors holding this stereotype may persist in speaking English to patients from Europe or South America who cannot understand English but can often speak Korean. In another example, some people in Korea hold the stereotype that South East Asians are migrant workers and are poor and uneducated. As such, doctors sometimes minimize treatment or diagnostic tests for South East Asian patients to avoid expensive medical bills, without consulting the patient about their financial circumstances. In both scenarios, the patient is disempowered and excluded from participating in their own care. These are Korean examples, however, doctors in other countries may also impose their unconscious prejudice, stereotyping, or assumptions with similar effect.

The inherent power imbalance between doctors and patients can hinder respect for diversity and threaten the cultural safety of patients \[[@b8-kjme-2019-128]\]. Cultural safety is care that respects all aspects of a person's identity, empowers the patient to participate in their own care, and is determined as safe by the recipients of care \[[@b4-kjme-2019-128]\]. Having relationships with culturally diverse people in the community is not the same as having relationships with culturally diverse patients in the clinical environment. Even a person whose prejudices do not negatively impact their social relationships with culturally diverse family or friends may inadvertently harm their patients' cultural safety. Cultural unsafety not only places the patient at risk for poor disease management, but when a patient's culture is ignored by a doctor, and they are not permitted to participate in their own care, the power imbalance is magnified. As a result, treatment adherence is often significantly reduced, and the patient may disengage from the health-care system, even at significant risk to themselves \[[@b8-kjme-2019-128]\].

Since the 1990s, CD education has incorporated topics related to social, structural and power inequities; disparities in healthcare; and developing an awareness about one's own implicit attitudes, beliefs and assumptions as they influence the cultural safety of patients \[[@b3-kjme-2019-128],[@b4-kjme-2019-128],[@b6-kjme-2019-128]\]. The first step towards developing an appropriate attitude towards CD is accepting the need to recognize and appropriately address cultural bias in oneself and others \[[@b3-kjme-2019-128],[@b9-kjme-2019-128]\], and fostering insight into the power imbalance between doctor and patient \[[@b8-kjme-2019-128]\]. This is the niche our program occupies, and it involves students acknowledging that they do not yet have the tools and knowledge to maintain the cultural safety of patients \[[@b9-kjme-2019-128]\]. Our learning outcomes focused on recognizing the impact of the students' own perspectives, attitudes, assumptions, stereotypes, and prejudices toward patients' culture on their delivery of healthcare \[[@b1-kjme-2019-128]\]. This is in line with the guidelines and principles that underpin the teaching of CD to medical undergraduates \[[@b3-kjme-2019-128]\].

To respond to the London-based students' question: it is essential that CD be taught to all medical students, regardless of whether learning takes place in a multi- or mono-cultural environment. CD training helps doctors and medical students to examine power imbalances and the impact of their own inherent prejudices, stereotypes, and beliefs on the delivery of health care to culturally diverse patients. Relevant diversity issues should be emphasized in the curriculum according to the national or regional agenda where learning takes place.

The authors would like to extend their sincere thanks and gratitude to the experts, guests and students who participated in this program and provided their valuable feedback.
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